new drug, since there may be a long latent period before development of an adverse reaction, as with an unsuspected carcinogen. It should also be possible to relate adverse reactions to different groups of patients such as the fetus, neonate, child, adolescent and adult. The current systems available, such as record linkage, case control surveillance, malformation registries and spontaneous reporting, were described. The problems in relating the incidence of adverse reactions to the incidence of the same reaction in the background population, and the large numbers of patients that would need to be studied, were analysed with examples.
Several speakers put forward their views on a national scheme for PMS. All agreed that there should be a central agency with a computer register of a cohort of patients given a new drug, and that these patients should be followed up at intervals by means of questionnaires to the doctors and possibly to the patients.
Various suggestions were made as to the registration of patients. Information, including the patient's name and address and the type and quantity of the drug, could be transferred from the doctor's prescription to the central agency by the pharmacist or the Prescription Pricing Bureaux at the time of pricing. Alternatively, the prescribing doctor could complete a special form.
It was also agreed that if there were to be positive follow up, then this should be by means of simple questionnaires sent to the doctors at intervals after a patient had been prescribed a new drug. The forms should be designed to detect adverse events as well as adverse reactions. The doctor would be asked to record any unwanted signs or symptoms experienced by the patient, although he might not connect them with the use of the drug. In this way an unexpectedly high incidence of some untoward event could be statistically associated with the drug by the central agency.
Most speakers agreed that any scheme should not, in any way, inhibit doctors' prescribing or the normal promotion of a new drug. The problem of confidentiality of computerized data and the possible implications for litigation were not considered.
Perhaps one-of the most important papers was that given by Mr D Godfrey and Mr E J Bowler, who pointed out how any scheme for PMS could involve very large sums of money, even if only the cost of reimbursing doctors for the extra work involved in completing follow-up forms was taken into account. In addition to this, there would be the cost of registration of patients, by whatever means, the cost of running the central agency and the cost of analysing and validating the data obtained on adverse events.
The meeting was ably chaired and summed up by Sir Richard Doll, Regius Professor of Medicine, Oxford, who expressed the views firstly, that the proposed central agency should be independent from the Licensing Authority; and secondly, that the cost should be borne by the National Health Service and not the manufacturer.
Since this meeting, the Committee on Safety of Medicines has issued a consultative document on PMS which favours registration of patients by way of the Prescription Pricing Authority with, perhaps, three follow-up forms being sent to practitioners. A pilot scheme is to be set up and discussions are taking place with all interested parties.
SUSAN F SULLMAN

Manager of Scientific Services Association of the British Pharmaceutical Industry
Health and the family The threat to the structure of the family in modern society and the recent remarkable growth of family medicine as a discipline formed the background to the Anglo-American Conference, sponsored by the Royal Society of Medicine, The Royal Society of Medicine Foundation, Inc., and the University of Cincinnati, which was held in Cincinnati in May 1978.
Speakers from Britain and the USA, representing the major clinical branches of medicine, the social and behavioural sciences, presented a series of nineteen papers and a panel discussion; this programme dealt in an unusually comprehensive way with the family and its changing status, and the relevance of this to the training of health care professionals and to health care systems.
The keynote paper by Daniels and Smith considered the changing functions of family and the inter-relationship with health and illness. To them it seemed likely that the ordinary and traditional family, the historic values and the usual life styles are less frequent, and that the variability is increased. Health professionals must be ready to respond objectively and without preconceived value judgments to these situations. They should admit of different possibilities for different individuals and be accepting of their patients' explorations and experimentation. Health professionals must be ready to engage the patient where he or she is and try to respond helpfully. At the same time, just as in all other circumstances, they must explore, understand and evaluate the impact of the patients' choices and life style on their adaptation and health. If these choices harm their patients, then their obligation is to communicate that observation. The problem that must be faced is that practising physicians and other health professionals are frequently beyond their experiential or knowledge base, and they must either retreat from the interactions or fall back on values and ideals which are unexamined and frequently laden with prejudice. In a later paper Daniels and Smith described the educational steps being taken at Cincinnati in programmes by the Departments of Family Medicine and Psychiatry to train physicians who are humanistic scientists, who can balance and weigh the value of intervention versus cost, who are clinically competent but also caring, and who are educated to the realities of the world of health and illness. No such improvements in professional education alone can be expected to achieve much without parallel improvements in health care delivery, to ensure a more equitable distribution of services in a system more sensitive to the needs of people.
Etzioni sounded a sombre note when he stated that the traditional two-parent American family is coming apart at an accelerating pace; if this continues at the rate measured between 1965 and 1978, the United States will run out of families completely a year or two before it runs out of oil. The newer modifications of the traditional family (the single-parent family, the homosexual family, the extended family, the reconstituted family, the contractual family) are in Etzioni's view less effective in providing the balanced leadership of man and wifeone instrumental, the other expressivewhich could ensure both productivity and emotional security on which the health of the family group depends. This situation, whilst being widely recognized, is being ineptly addressed by the healing professions. The speaker urged the establishment of a Science Court to evaluate the data on the significance of the coming-apart of the traditional family, so as to reduce the ignorance in this area and to allow a valid social and medical policy to emerge.
Sir George Godber reviewed the history of the care of families in the United Kingdom and the United States. Although the family ideal is shared (and this is reflected in how family care is approached in both countries) there is a sharp difference between them administratively, and particularly in how health care is financed; this influences the nature of the services provided. Even the recent greater US expansion of government involvement in health care leaves unchanged a basic difference between the two countries. The American approach is to buy-in to the existing market, whereas in Britain the approach is to organize the provision of service. A system which supports the use of the market does not necessarily guarantee that the market has all the merchandise needed. Care of the elderly is probaly the most demanding of family care problems. Britain's over-65 age group constitutes 14.2% of the population as compared with 10.2% in the United States.
There is no British analogy to the nursing home which houses a million Americans. In Britain there is a larger contribution of care in the community, with the family doctor and public support systems providing the care and the local hospitals providing backup. Since numbers in this age group will increase for both countries, more failures will occur unless greater support is given by government.
Byrne equated family medicine/family practice with general practice, and gave the Royal College of General Practitioners' definition of the role of the general practitioner. He described the training programme in Britain and stated that from a date to be decided in 1981 no physician would become a registered principal in National Health Service general practice without an approved three-year period of training. He reported on the Conference of European Colleges of General Practice and the unity reached in educational concepts. British general practice is based increasingly on health care teams involving nurses, health visitors, midwives and social workers, all of whom play a formal role in the training of general practitioners.
Smith and Daniels contrasted the training of family doctors in the two countries. Although the educational objectives show many remarkable similarities, there are fundamental differences created by the differences in the two health care systems. The scope of care provided by the general practitioner is largely determined by government in Britain, whereas in the United States it is largely decided by the individual physician. The British general practitioner is content to leave hospital care to his specialist colleagues; the American family practitioner defends strongly his right to practice in hospital and believes he is the better practitioner because of it. Which system is better for the patient can be argued from both sides.
Clulow described how the birth of a first baby marks an important period of change for the family which has profound social and personal implications. Parenthood requires a reorganization of relationships both inside and outside the family to allow for the development of new roles and different satisfactions that children bring to family life. Family members have to cope with changes in the way they see themselves and are seen by others, and with these changes major stress may be generated, resulting in maternal depression and deterioration in marital relationships. Clulow described a study of first births to learn more about the issues involved. An important question being studied is the extent to which health services should confront anxiety and promote awareness in these situations, and provide emotional support. In the same way as psychoprophylaxis can be an aid to pregnancy and child-birth, so can an easier adaptation to parenthood and better family mental health be achieved by parentcraft classes. In these the husband's role is given opportunity to develop, counterbalancing the usual emphasis on the mother and her relationship with the baby, which can cause a loss in the previously unrivalled attention she gave her husband.
Quilligan spoke on family-centred birth, focusing on birthing alternatives reported in 1978 to the California legislature. He listed the advantages and disadvantages of home delivery, and pointed out that this was not synonymous with family-centred birth. The statistics in perinatal mortality, studied in four States, show a serious increased risk to the infant in home deliveries. In the Netherlands, often looked upon as a model, home delivery is moving towards hospital delivery. A Newcastle study showed lower perinatal mortality in home delivery than in hospital delivery, but the highest mortality was in patients referred from home to hospital. Further studies using strict controls were required. There is a need for more well-trained midwives for normal delivery; there is no case for lay-midwives. The use of analgesics, and the position of the mother in labour and birth, are matters of contention needing research to throw light on the confusion now existing in a most important area of family health care.
Pearse presented data to show that in the United States obstetricians provide primary care, including long-term continuity care, for large numbers of women. The number of family physicians providing obstetric care is declining, and British data show a similar trend. Obstetricians and gynaecologists will continue to provide most obstetrical care and, in the United States, by far the larger proportion of primary care to almost 25% of the population of women between the ages of 15 and 45.
Sir John Stallworthy described the origins of academic obstetrics and the institutionalizing of obstetric care. There develops with this a danger to continuity of care. Sir John criticized inflexible planning, emphasized the role of the general practitioner in family care, both primary and continuing, and urged all to leave the ultimate choice in the type of care desired to the patient. There is a major role in obstetric care, particularly in post-hospital care, for the family doctor, but he must be trained in this area. Denigration of the family doctor in obstetrics is widespread and this must cease, because he alone can provide the answer to many problems. Quality of service has improved most in those regions where specialists, midwives and general practitioners work together as an obstetric team. Time is short, and every effort is needed to produce larger numbers of well-trained and wellmotivated general practitioners who will take their place as honoured members of obstetric care teams.
Howell discussed the family and paediatrics and pointed out that the highest incidence of problems of working parents and single-parent families occurs in larger cities, in the lowest income group and particularly in blacks. She doubted that poverty and overcrowding alone are factors, since in China and Israel, where such social conditions exist, children appear healthier, happier and better adjusted. Disorganization of the family causes confusion, instability, and inability of children to develop normally. Most of our children do not have access to good paediatric care and this must be provided by others, including the family doctors. She called for a new approach in paediatrics which will emphasize the psychosocial aspects of care.
Young dealt with the family as seen by internal medicine. He believes that post-doctoral training of the internist should include study of patients and their families. This would comprise the recording of pedigrees and profiles, better communication in the management of acute, fatal or chronic illness, management of psychosocial problems and involvement of the family in education of patients and in self care. Data are largely unavailable with which family medicine can be compared with the widely prevalent system in the United States, where family health care is divided among paediatricians, internists and obstetricians.
Marsh described the general practice team in the United Kingdom. By the early 1970s such a team consisted of doctor, health visitor, midwife, district nurse, practice nurse, secretary and receptionist. To this may be added periodically a social worker, a marriage counsellor and a minister. Effective teamwork depends on mutual respect. Leadership can be taken up on an individual problem by the worker who is most involved and concerned. Teamwork requires careful and sensitive organizing, otherwise chaos may result. Teamwork prevents duplication, and leads to better evaluation and sharing of intractable problems; through sharing, one doctor can look after more patients.
Stephens contrasted the philosophies of family medicine and internal medicine, which he believes differ. The non-unitary system of care in the United States perpetuates the overlapping roles among physicians. The questions facing family medicine include whether it can link technology and social science. Can it be institutionalized without compromising its traditional quality? What is family-oriented care, and is family medicine willing to take responsibility for it?
The media of radio, television, books and articles constitute a weapon which Jolly believed should be used by doctors and health workers to improve family health.
Grossman (who is President of Public Broadcasting in the United States) considered the importance of medical input to television an awesome opportunity. Japan and Great Britain have television standards that others should aspire to, and although standards are rising, much more needs to be done. Television, the most massive of mass media, is either destroying our families or bringing them together, or doing both simultaneously.
Dunstan dealt with the doctor-patient relationship and sees the family doctor covenanting for 'whole person medicine'. Such a covenant is not conditioned by what is paid for but by what is needed by the patient. The model presupposes a certain belief about man, all aspects of whose being-bodily, emotional, intellectual, spiritualmake one organic interactive whole, and that this integrity should be preserved. The theologian would also add that man must be reverenced also for the image of God in man.
Langsley described how marital problems and divorce may constitute serious threats to health. He described the dynamics of marriage and its developmental aspects. He considered the role of the primary physician in marriage therapy techniques, including the therapeutic alliance between family and therapist and how this may be terminated at the appropriate time. Such techniques are simple to learn and apply, with much valuable outcome to all concerned.
The final sessions dealt with the future, Sir Ferguson Anderson discussing developments in the United Kingdom and Dr Gerald Klerman dealing with the United States. Anderson saw the prospects bright in genetics and in noninvasive diagnostic techniques. The ever-increasing number of the elderly, consuming an increasing volume of health and social services, requires better education of health professionals in geriatrics. Klerman focused on fitting mental health, alcoholism and drug abuse into future trends. Eighty-five percent of the population is psychiatrically well, but not without some symptoms. Most of the Federal effort has been directed towards secondary and tertiary care. Sixty percent of individuals with diagnosable mental health, drug and alcoholism problems are being treated in the general health care system; twenty percent are being dealt with in the specialty units; and 20% are not receiving any treatment. These findings indicate that the likely future direction of policy and programme for the United States will be towards strengthening the general sector of the health system. Throughout the conference there was much debate from the floor and the proceedings were ended with a lively panel discussion moderated by Sir George Godber.
A vast field was covered in the two-and-a-half days of the conference. Cincinnati, which represents so much of mainstream America, with its strong European ties and Anglophile predilections, made an excellent setting for British and American health professionals to join together to share problems, ideas and possible solutions in so vital an issue as health and the family. The papers were uniformly of high quality, as was the debate, and they are to be published for wider consumption (Academic Press, spring 1979) . Perhaps of even more personal value to the participants were the human contacts made, and the enjoyable fellowship at social events which ranged from a visit to a Shaker community in the Kentucky blue-grass country to a formal banquet addressed by the British Ambassador, Mr Peter Jay. Once again the Anglo-American Conference series demonstrated the scientific and social value of combining the thinking of the leaders in the health field, from both sides of the Atlantic, around a topic of major common concern.
ROBERT SMITH
Director, Department ofFamily Medicine
University of Cincinnati Medical Center Sir Ivan Magill: ninetieth birthday meeting Sir Ivan Magill celebrated his 90th birthday on 23 July 1978. To honour him on this outstanding occasion, the Section of Anaesthetics held a special meeting on 9 June, attended by over 200 members and guests. Sir Ivan himself took his usual place at the back of the Barnes Hall. Both at the afternoon meeting, and at the reception which followed, Sir Ivan was in excellent form, and appeared to tire rather less than some of his younger colleagues. A most pleasant feature of the reception was the presence of many other doyens of the specialty. The President, Dr Andrew Doughty, greeted Sir Ivan Magill as the doyen of British anaesthesia and told the audience that Sir Ivan, with his natural modesty, had looked forward to this meeting with some misgiving: but it would remind him of our admiration and affection and our recognition of the way in which his long life and work had influenced the life and work of every present-day anaesthetist. It was entirely appropriate that this meeting should be held by the Section, the scene of so many of Sir Ivan's papers; the President mentioned that no less then eleven ex-presidents of the Section were presentand that for some of them it was their first attendance for many years. He also welcomed some of the younger anaesthetists in
